Introduction
Deciding on the time to place the implant is essential to achieve the objectives set out in all implant-prosthodontic rehabilitation treatments, ensuring the long-term function and aesthetics of the restoration, with minimal morbidity. The need for extraction may have several causes: from extensive caries that prevent rehabilitation, to acute or chronic infectious processes of endodontic, periodontal or traumatic nature; the diagnosis and treatment plan must determine the indication for extraction and the right time to perform it.
Functional and aesthetic rehabilitation through implants will depend on their optimal placement in a suitable alveolar process (1) . The alveolar bone is a tissue that depends on the tooth, and which develops during tooth eruption and is remodeled after tooth loss. Post-extraction dimensional changes will have a direct impact on the clinical procedure to follow. As a result of alveolar modeling and remodeling, the literature describes a loss in height and width in the first six months; these vertical changes are displayed at around 11 and 22% six months after extraction, and 32% horizontally after three months, reaching 63% at six months (2) . Studies have shown that the loss occurs mainly in the vestibular cortical bone (3) . The effect of bone loss is greater and varies if there have been multiple extractions, absence of adjacent teeth, poor bone quality and infection (3, 4) . The highest percentage of dimensional changes occurs in the first month and continues in a lower percentage in the following months (2) , resulting in the loss of contour in soft and hard tissues. The range of these dimensional changes has an interindividual variation: the thin periodontal biotype has a higher predisposition to resorption and recession than the thick biotype with low scalloping. The literature points to the vestibular center as the area with greatest resorption risk, resulting in lower dimensional changes in the proximal area (3, 5) . We identified a vestibular bone thickness lower than or equal to 1 mm as a critical factor associated with vestibular resorption; the thin wall phenotypes displayed marked vertical losses, measuring 7.5 mm compared with thick wall phenotypes with losses of 1.1 mm (6.7) . Placing the implant immediately, in the fresh extraction site, does not affect the dynamics of bone remodeling. The results of clinical, radiographic and histological studies indicate that bone healing of sites with immediate placement continues its remodeling process (3) . According to Corbella (8) , immediate implantation in sites with periapical pathology has a clinical success equivalent to that achieved with implants placed in healthy sites when a rigorous medical and surgical protocol is implemented. However, further studies are needed to confirm the long-term predictability of the treatment. The bone destruction pattern resulting from periapical pathology should be taken into account when considering immediate placement. Fugazzoto (9) suggests a classification system for periapical lesions: 1 to 3, depending on bone availability to ensure primary stability and to guide clinical procedures.
 Type 1: There is enough periapical bone to achieve primary stability. Regarding the failure rate of immediate implants in patients with severe periodontal disease, compared with delayed implants, the results indicate a greater risk of failure associated with the maxilla due to bone characteristics (10) .
In recent years, researchers have tried to reduce the treatment times needed, in response to the demand for shorter treatments and less complex surgical procedures. In 1980, the standard post-extraction area treatment was to place the implant after six to twelve months of healing, which caused aesthetic and functional problems.  Delayed: placement 16 weeks after extraction.
Fig. 1
Each modality has specific indications according to the diagnosis, the available evidence, the operator's experience and the patient's requirements. According to the current state of knowledge about post-extraction alveolar remodeling, the most recent trend is to select an immediate or early placement protocol.
Immediate and early implant placement has advantages regarding conservation of soft and hard tissues in comparison with a delayed implant protocol. Delayed post-extraction placement, with a healing period of 6 to 12 months, in a fully healed boned, ensures that the implant is inserted in a dimensionally stable ridge. However, bone availability may have been compromised by the changes caused by alveolar remodeling. Socket-preservation techniques minimize bone loss in the first months after tooth extraction, and allow the professional to place the implant in an ideal three-dimensional position; this reduces the need for additional surgical techniques (12) . The early implant-placement protocol has been suggested because it shares some of the advantages of immediate placement, such as using bone volume immediately after extraction, although already in the second month there is alveolar bone loss; it also allows for the primary closure (epithelium-connective tissue) of the wound 13 . It is indicated in the presence of acute infectious processes, as the waiting time allows the process to be resolved. Recession of the vestibular mucosal margin is frequently found in immediate implants; risk indicators include a thin or damaged vestibular cortical bone, a thin periodontal biotype and an inaccurate three-dimensional position of the implant, which goes more into the vestibular area. Early implant placement is associated with a lower frequency of mucosal recession compared to immediate placement, when combined with regeneration procedures (14, 15) .
Question No. 2. Could we develop a treatment protocol for post-extraction
sockets that will receive implants immediately? (Fig. 2)  Absence of dehiscence and/or fenestrations (no contraindications, nor relative parameters for immediate placement were found regarding these two points in the literature reviewed).
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If there are compromised sockets, such as those with partial or total resorption of the vestibular cortical bone, vertical defects that involve bone walls, with localized recession of the vestibular gingival margin, the immediate dentoalveolar restoration (IDR) technique is implemented to repair the compromised socket, at the same time as the implant with non-occlusal function. The IDR technique suggests the tuberosity as the donor area for the corticomedullary graft, depending on the type of defect in the recipient area.
The emergence profile characteristics determine the support required for the graft (16) . In the literature reviewed, clinical studies excluded patients with the following local risk factors: periodontal disease, active caries and inadequate oral hygiene. It is clear from the literature that the geometric design of the implant does not affect the final aesthetic result (17, 18) . In the treatment of intact sockets, the size of the gap (horizontal gap that remains between the bone walls and the surface of the implant after placement) requires special attention.
If there is a gap, bone formation can occur in two ways: (a) directly on the surface of the implant, in areas in contact with the residual bone (osteogenic contact) or (b) by apposition, where the new bone is formed from the surface of the implant (osteogenic gap). For gap treatment, when there is a vestibular table with the right height, the literature has established an arbitrary measurement of 2 mm in relation to the gap to guide the clinical procedure to follow. Biomaterials should be used if the gap is greater than 2 mm, and if lower, the professional should wait for healing through a blood clot (12) . The filling procedure modifies the final result in terms of amount of bone tissue (18) and architecture of soft tissue (19) . If there is favorable bone phenotype, the aim of the Alveolar recovery procedures are understood as the maneuvers aimed at recovering the socket's lost dimensions (20) . Regarding clinical situations:
 If it is necessary to extract the tooth because of acute infection, professionals wait 4-8 weeks, and at that time evaluate the possibility of alveolar recovery and early placement, or alveolar recovery and delayed implant placement.
 If there is a need for extraction with no acute infection, hard and/or soft tissue will be repaired in the sockets if necessary, and implant placement will be delayed.
There is scientific evidence supporting preservation maneuvers (aimed at preserving socket dimensions, Fig.3 ) and alveolar recovery (aimed at restoring socket dimensions), with better end results when compared to a healing process from the blood clot only (14, 15, 21, 22, 23, 24) 
